Prostate cancer is the second most common cancer in men worldwide, accounting for an estimated 1.1 million new cases diagnosed in 2012 (www.globocan.iarc.fr). Currently, there is a lack of specific guidance on supportive care for men with prostate cancer. This article describes a qualitative systematic review and synthesis examining men's experience of and need for supportive care. Seven databases were searched; 20 journal articles were identified and critically appraised. A thematic synthesis was conducted in which descriptive themes were drawn out of the data. These were peer support, support from partner, online support, cancer specialist nurse support, self-care, communication with health professionals, unmet needs (emotional support, information needs, support for treatment-induced side effects of incontinence and erectile dysfunction) and men's suggestions for improved delivery of supportive care. This was followed by the development of overarching analytic themes which were: uncertainty, reframing, and the timing of receiving treatment, information and support. Our results show that the most valued form of support men experienced following diagnosis was one-to-one peer support and support from partners. This review highlights the need for improved access to cancer specialist nurses throughout the care pathway, individually tailored supportive care and psychosexual support for treatment side effects.
INTRODUCTION
Prostate cancer is the second most common cancer in men worldwide, accounting for an estimated 1.1 million new cases diagnosed in 2012 (Globocan, 2012) . This figure has been rising due to increased use of Prostate Specific Antigen (PSA) testing (Ferlay et al. 2008) . Men with prostate cancer are likely to have a long illness pathway, and as well as the individual burden to patients, this also represents a burden on healthcare resources. One way of managing this is to provide good supportive care for men which 'helps the patient and their family to cope with cancer and treatment of it . . . helps the patient to maximise the benefits of treatment and to live as well as possible with the effects of the disease' (NICE 2008) . Supportive care will ideally involve strong elements of selfcare, in order to encourage independence in managing symptoms and side effects (Cockle-Hearne & Faithfull 2010) . However, the available guidance on supportive care and self-management tends to be generic to all cancer patients (NCSI 2013) .
A recent survey in seven European countries and involving over 1000 men found that 81% of the respondents had some unmet supportive care needs (Cockle-Hearne et al. 2013) . These findings echoes earlier surveys in Australia and the UK showing that the areas of greatest need were for psychological distress, sexuality-related issues and managing of enduring lower urinary tract symptoms (Steginga et al. 2001; Ream et al. 2008) . Other studies highlight the need for the provision of information to patients and carers throughout the disease pathway (Gulavita et al. 2000; Sinfield et al. 2009 ). The psychological distress that many men with prostate cancer experience is not always assessed or managed well. A study from Germany looked at adjustment to disease and suggested that up to 20% of patients might benefit from mental health support following prostatectomy (Kohler et al. 2014) . Research also reveals that post-treatment care from nurses had a significant positive impact on health outcomes (Cockle-Hearne et al. 2013) .
Surveys of unmet need make a case for improving supportive care but an important step is to clarify men's experiences of support using qualitative research methods. Many qualitative studies have been carried out looking at men's experiences of prostate cancer and the impact of the disease on their sense of masculinity (Gray et al. 2002; Arrington 2003; Maliski et al. 2008 ) but less has been written about men's experiences of supportive care provision. The ideal study design for bringing these data together and creating an overview of men's experiences and needs is to conduct a qualitative systematic review and synthesis.
METHODS

Searches
The parent search strategy was devised and run in Medline and Medline in process (Appendix 1). Modified search strategies based on this search were run in Embase, Psych Info, CINAHL, British Nursing Index, IBSS and Sociological Abstracts. All searches were run from inception to July 2013.
Inclusion and exclusion criteria
Inclusion criteria for full-text articles were: qualitative studies that included men with a diagnosis of prostate cancer who were undergoing or had undergone any type of standard treatment (including active surveillance) that explored their needs for, attitude toward or experience of supportive care. These qualitative studies included ethnographic and observational studies, involving interviews and focus groups with men with prostate cancer. Two of the studies were longitudinal surveys that included qualitative data. Exclusion criteria were men at risk from prostate cancer, and men in end of life care.
Screening
References were screened by title and abstract by two reviewers and differences were resolved by discussion with a third person if necessary, and full articles were obtained that met the above criteria. The reference list of papers retrieved as full text were hand searched and key authors contacted.
Data extraction and synthesis
A thematic synthesis of the evidence in the qualitative papers was conducted, taking an interpretive approach. The reviewers adopted a 'thematic synthesis' approach (Thomas & Harden 2008) . 'Descriptive themes' were drawn out of the data followed by the development of 'analytic themes' identified by the reviewers. The identification of themes was partly driven by the research question and partly grounded in the data. Data were extracted independently by at least two reviewers using customised forms and any discrepancies were resolved by discussion. All papers were reviewed by AJLK and additional reviewers including co-authors, members of the advisory group and patients with prostate cancer from a local support group. All included papers were critically appraised independently by two reviewers using the Critical Appraisal Skills Programme quality appraisal tool as an integral part of the systematic review (CASP 2014) . Disagreements around critical appraisal were resolved by discussion between the reviewers.
Findings were organised into 'first-order constructs' (the verbatim views and experiences of research participants) and 'second-order constructs' (the interpretations of the authors). Patient quotes ('first-order constructs') provide a significant voice of patient experience of supportive care in the analysis and discussion of the secondary qualitative data derived from the review papers. A framework was constructed in Excel with columns for first-and second-order constructs and a row for each article. Members of the research team met to identify and agree consensus on descriptive themes emerging across papers, incorporating all the first-and secondorder constructs. The themes were summarised and mapped to show which articles had contributed to each theme. The development of descriptive themes remained very close to the constructs in the primary studies. Overarching analytic themes were subsequently identified, enabling synthesis of themes across studies and the development of new ideas.
RESULTS
The searches yielded 1684 articles excluding duplicates (Appendix 2). Twenty papers describing 20 individual qualitative studies were included in the synthesis, all published between 2004 and 2013 in Europe, the USA, Canada, Australia and the UK (Matsunaga & Gotay 2004; Boehmer & Babayan 2005; Broom 2005; Wallace & Storms 2007; Tarrant et al. 2008; Milne et al. 2008; Oliffe et al. 2009; Ream et al. 2009; Nanton et al. 2009; Ervik et al. 2010; O'Brien et al. 2010; Walsh & Hegarty 2010; Carter et al. 2011; Nanton & Dale 2011; O'Brien et al. 2011; Chambers et al. 2012; Galbraith et al. 2012; O'Shaughnessy et al. 2013; Rivers et al. 2012; Thomas 2013) . Dual critical appraisal revealed that the papers were generally of good quality and none were excluded due to poor quality overall (see Appendix 3). Negative scoring on reflexivity and ethical considerations were not sufficient to warrant rejection of individual papers. If the papers had scored poorly on the other criteria, the reviewers would then have conducted a sensitivity analysis (Dixon-Woods et al. 2007) . The study characteristics are included in Table 1 .
Twelve descriptive themes emerged across the papers. They fall into three groups: (1) prostate cancer patients' experience of supportive care; (2) their accounts of unmet needs; and (3) their suggestions about how to improve supportive care. Table 2 lists the papers that contributed to each of the 12 themes. The reviewers then developed three overarching themes that cut across the 12 descriptive themes. These were uncertainty, reframing and timing.
Prostate cancer patients' experience of supportive care
There were seven themes in this group: peer support, support from church communities, trusted other support, online support, communication with health professionals, the role of the prostate cancer specialist nurse and selfcare. The analysis revealed that men's experience of supportive care was predominantly provided and influenced by informal networks of peer support or 'trusted others', and that formal support from health professionals was lacking.
Peer support
This was the most frequent theme to emerge, discussed in 10 of the 20 papers (Table 3) . Peer support took different forms: support groups led by peers or by health professionals, and one-to-one peer support. Men were generally proactive in accessing this kind of support. Three papers described referral or signposting by health professionals (Table 3) . Wallace and Storms (2007) describe that one study in which participant was told of support services by his urologist. The other papers referred mainly to one-toone informal peer support found within patients' friendship networks, families, work colleagues, church group or leisure clubs.
I was fortunate in that I knew two or three men who had prostate cancer, so I found it very helpful to talk to them. (Wallace & Storms 2007: participant quotation) Men's experience of peer support lifted them out of a sense of isolation and enabled them to talk about their illness experience, share information and exchange tips and ideas on dealing with treatment side effects. The reciprocal nature of talking and sharing was experienced as empowering. Galbraith et al. (2012) describes how it provided a sense of meaning in men's experience of the disease. However, he does not distinguish between informal one-to-one support or group support. Matsunaga and Gotay (2004) highlight the importance of reciprocity in such support. This had a positive effect on helping men to adjust to their diagnosis. 6, 10, 11, 12, 13, 14, 15, 17, 18, 20 Peer support Value attached to peer support in a support group setting, group identification, and sense of belonging. Value attached to one-to-one peer support, patients suggested that this was their most favoured form of support, reflected by their experience. Reciprocal nature of peer support -impact of giving and receiving support. Being involved with peer support can help normalise men's experience with prostate cancer. Fact that peer support can be an informal source of support (one-to-one peer support) found within the community.
1, 3, 4, 6, 8, 9, 10, 11, 12, 13, 14, 16, 17 Experience of one-to-one peer support in: 1, 4, 6, 9, 10, 12, 13, 14, 16, 17 Emotional support and emotional needs 2, 4, 6, 9, 10, 12, 13, 14, 19 Specialist nurse Accessibility to a cancer specialist nurse. Qualities shown by CSN. Importance of CSN role as a patient advocate. CSN as source of supportive care. Timing of appointment with CSN was key. Importance of CSN giving patients prostate cancer diagnosis.
5, 8
Self-care Self-care relates to patients' self-management of their disease, including making lifestyle changes such as diet and exercise. Self-care as taking control of illness. 4, 6, 7, 9, 14, 17, 18, 19, 20 Suggestions Need for supportive care. Impact of experience of supportive care. Suggestions related to unmet needs -psychological and emotional needs. Other patients suggested strategies to improve care delivery. challenges with prostate cancer and its treatment. (Galbraith et al. 2012: author quotation) Once you go through the procedure, you feel like you could be of assistance, especially about the operation and what to expect. (Matsunaga & Gotay 2004: participant quotation)
The value of peer support was evident at all stages of prostate cancer with diagnosis, treatment decision making and advanced disease being three critical times.
[diagnosis was] such an emotional thing that I needed to be with people who had gone through this or were going through it. (Wallace & Storms 2007: participant quotation) Participants felt that the ideal support programme should be made available immediately after diagnosis so that they could literally 'walk out of the urologist's office and begin to discuss options'. The participants were most interested in meeting with other men with the disease, not a physician or a nurse. (Wallace & Storms 2007: author quotation) I finally found a fellow around the corner from me and he came over to my house. We had coffee; we got to be pretty good friends and he kind of sold me on the laparoscopic. (Milne et al. 2008: participant quotation) Being in a mixed group with men at different stages of prostate cancer helped men confront and accept disease progression:
For me, who was newly diagnosed in the middle of treatment, to people who had been diagnosed for 15 or 16 years . . . it may have been confronting but I didn't find it so because they seemed to be able to cope with it and that was reassuring. (Chambers et al. 2012: participant quotation) Carter's study focuses on men with advanced disease in which men were looking for information rather than emotional support. However, not all men found it useful, and some men stopped going when they felt they were no longer learning new information (Carter et al. 2011) .
Support accessed within a church community
Two papers referred specifically to peer support accessed through their local church. One paper reports the experience of African-Caribbean men in the UK (Nanton & Dale 2011) and another focuses on African-American men in the USA (Rivers et al. 2012) . They recount how participants attended church services more frequently and became more involved in church activities after diagnosis. Their church community facilitated access to other men with prostate cancer from whom patients could get information on diagnosis and treatment. This networking helped some men to 'find their voice' and become advocates for others: (Rivers et al. 2012: participant quotation) Support from a partner or 'trusted other' Wives, partners, friends and families were described as significant sources of support by men in six papers (Matsunaga & Gotay 2004; Boehmer & Babayan 2005; Ervik et al. 2010; Walsh & Hegarty 2010; O'Shaughnessy et al. 2013; Rivers et al. 2012) . Boehmer and Babayan (2005) coined the phrase 'trusted other' in recognition that other key individuals, apart from a spouse, may fulfill this role. Ambivalence was expressed about how much to dis- Milne et al. 2008; Carter et al. 2011; Rivers et al. 2012 ). Milne highlights the need for nurses to guide patients to reliable information sources. One article focuses on the experience of men using online support groups in Australia (Broom 2005). Men described how engaging with others online as opposed to face-to-face reduced their inhibition; they valued the anonymity in accessing and receiving support and information. Some men took a passive role, observing how others responded to prostate cancer and how they were coping without divulging their own experience. Some men found that the online medium enabled them to distance themselves from their disease. 
Communication with health professionals
So he came up to me and said he was going to do blood tests the next day. Now no one ever told me not even my GP that the blood test was called a PSA. (Walsh & Hegarty 2010: participant quotation)
When looking back at their diagnostic appointment (given in some cases by a hospital consultant, a GP or sometimes by specialist nurses) patients singled out that this was not handled with sufficient sensitivity (Wallace & Storms 2007; Nanton & Dale 2011) . Communication difficulties also continued long term after treatments (Ervik et al. 2010; Thomas 2013) .
Men also reported poor communication with health professionals about the potential severity and duration of side effects of treatment, so patients felt unclear about what to expect (Ream et al. 2009; Thomas 2013) , USA (Galbraith et al. 2012) , Norway (Ervik et al. 2010) and Australia (Broom 2005) .
Three reasons for this difficulty in communication emerged across papers. First, patients felt unable to talk about changes in sexual function, because for the most part, they were not asked about this at an appropriate time or in a suitable context.
Men can be reluctant to volunteer information on erectile function but generally respond with relief when the question is asked. (Milne et al. 2008: author quotation)
Second, men said that they could not easily discuss psychological issues with health professionals owing partly to their experience of a lack of continuity of care. 'Brien et al. 2011: participant quotation) Third, men felt that there was a lack of empathy shown by health professionals, leaving then feeling depersonalised.
I think if you
Cavalier attitudes expressed by the treatment team were disquieting . . . We were treated liked test subjects, not equals. (Galbraith et al. 2012: participant quotation) This prevalent finding may be summed up by Ervik et al. (2010) who describe what he calls the 'silence of the healthcare system'. This patient is referring to his follow-up appointment with a physician:
It is never really time for it . . . he was not that good with words. (Ervik et al. 2010: participant quotation)
Thomas's (2013) article suggests that participants perceived GPs to be more empathetic than urologists:
In marked contrast to the perception of the urologists, most participants were satisfied with the role of their general practitioner in the prostate cancer journey. The local GPs . . . were thought to be empathetic to the experiences of the participants. (Thomas 2013: author quotation) 
Experience of a cancer specialist nurse
Men who had received care from a cancer specialist nurse reported a positive experience of enabling them to discuss non-medical aspects of their illness (Tarrant et al. 2008; Ream et al. 2009 ). This was exemplified by the way nurses communicated the diagnosis (Ream et al. 2009 ) and could act as patient advocates by accessing appropriate care and support. Another key element of the specialist nurse role was in terms of long-term and ongoing care (O'Shaughnessy et al. 2013) , and the fact that contact could be initiated by the patient.
. . . men with prostate cancer would utilize the services of a specialist prostate cancer nurse at all stages of the prostate cancer journey. (O'Shaughnessy et al. 2013: author quotation)
Key stages when men valued specialist nurse input was around treatment decision making and treatment choice after initial hormone therapy has failed (O'Shaughnessy et al. 2013) . Specialist nurses sometimes arranged or referred patients to support groups (Tarrant et al. 2008) and played a role in helping men reframe their illness experience in a positive way, enabling better adaptation and coping skills. (Tarrant et al. 2008: participant quotation) Tarrant states that patients who saw a specialist nurse were more likely to have received written information and clear explanations about their tests, treatment options and sources of support (Tarrant et al. 2008) .
She
Self-care
Self-care is discussed in nine of the papers. Several authors discuss the empowerment and sense of control that comes from self-care and making lifestyle changes such as diet and exercise.
[By] taking an active part in their own health management [through making changes in their diet and/or exercise] men were taking control of their illness. (Nanton et al. 2009: author quotation) This was particularly true for men with advanced hormone-resistant cancer who were most likely to have changed their diet and lifestyle (O'Shaughnessy et al. 2013) . Other aspects of self-care include taking an 'active problem solving approach' to illness by, for example, joining a support group (Nanton et al. 2009 ), returning to work or seeking out social and emotional support from family, friendship and faith networks (Rivers et al. 2012; Nanton & Dale 2011) .
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Self-care is particularly important for prostate cancer patients who are under active surveillance. They tried to combine 'living a normal life' with 'doing something extra', using strategies similar to men at other stages of disease and treatment such as making dietary or lifestyle changes, and engaging with their partner, family and friends (Oliffe et al. 2009; O'Shaughnessy et al. 2013) . The authors emphasise the significance of men's wives and partners in helping men to make lifestyle changes.
Patients' accounts of unmet supportive care needs
There were three themes in this group: need for emotional support, need for support to deal with treatment side effects, in particular changes in sexual function and urinary incontinence, and need for information. A major concern is the difficulty that men experienced in actually broaching sensitive subjects with health professionals (Milne et al. 2008; Ream et al. 2009; Ervik et al. 2010; Galbraith et al. 2012; Thomas 2013) .
Need for emotional support
Men described their long-term need for emotional or psychological support, beginning at diagnosis and continuing through treatment into survivorship (Oliffe et al. 2009; Ream et al. 2009; Ervik et al. 2010; O'Brien et al. 2010; Galbraith et al. 2012; O'Shaughnessy et al. 2013; Thomas 2013) . They felt that there was a lack of understanding by health professionals in primary and secondary care of the emotional impact of prostate cancer particularly in the longer term (Matsunaga & Gotay 2004; Boehmer & Babayan 2005; Oliffe et al. 2009; O'Brien et al. 2010; Thomas 2013) . O'Shaughnessy et al. (2013) define 'psychosocial' needs as men's fears around treatment, anxiety and depression, changes in sexuality, masculinity and relationships. O'Shaughnessy et al. (2013) and Boehmer and Babayan (2005) highlight that men's distress and need for psychological support is especially evident when they are first diagnosed and Boehmer and Babayan refer to a later peak of distress if their cancer reoccurs. (Oliffe et al. 2009 : author quotation) Carter et al. (2011) highlight the need for psychological support to be ongoing. O 'Brien et al. (2010) and Galbraith et al. (2012) talk about the need for support through the psycho-emotional responses to survivorship.
Participants strongly expressed the need for the health care team to acknowledge their experiences of uncertainty, anger, and grief or loss. (Galbraith et al. 2012: author quotation) Need for support to deal with treatment side effectschanges in sexual function and urinary incontinence Several of the papers highlighted the need for emotional and psychological support for treatment side effects, primarily urinary incontinence and erectile dysfunction. 'Brien et al. 2011: participant quotation) O 'Brien et al. (2011) highlight that assessment of psychosexual needs has to take place throughout the follow-up period, not only at the time of initial treatment, particularly because 'patients may take time to identify that they have a need for psychosexual support'. O'Brien points out that there may be a role for GPs in assessing wider psychosexual needs and signposting where to get help, and to include patients' partners in this. Galbraith suggests that specialist nurses are in a key position to offer support for men's relational and emotional needs.
The follow-ups (at the hospital) . . . have been more concerned with the physical side of things, not the mental side of it . . . there could have been more emphasis on (that). (O
Men in several studies expressed a need for information on the severity and duration of incontinence and erectile dysfunction side effects, as well as practical support (Milne et al. 2008; Walsh & Hegarty 2010; Carter et al. 2011; Nanton & Dale 2011; O'Brien et al. 2011; Thomas 2013) . Men said they lacked help and support in dealing with these. Difficult reactions to surgery were common: (Carter et al. 2011: participant 'Brien et al. 2010: participant quotation) 
Need for information
Information can help empower patients to feel more in control of their disease through increased understanding.
Acquiring knowledge allows patients to be in control because it increases their level of understanding'. He highlights the importance of acquiring first-hand
knowledge from other men with prostate cancer. (Milne et al. 2008) Across the articles, men reported receiving information about prostate cancer and its treatment from a variety of sources including oncologists, urologists, nurses, GPs, cancer charities, the internet, friends and family members. A major and valued source of information is through peer networks (Matsunaga & Gotay 2004; Wallace & Storms 2007; Milne et al. 2008; Walsh & Hegarty 2010) .
In relation to information from health professionals, there were two issues: content and timing. In Matsunaga and Gotay's (2004) study, men said that physicians did not give them enough information about treatment options and assumed they understood more than they really did. In three studies (Wallace & Storms 2007; Tarrant et al. 2008; Nanton et al. 2009 ), men expressed a need for information after diagnosis on what the PSA test was and what changes in it meant, and on appropriateness of treatment and treatment options. Timing was sometimes felt to be inappropriate, e.g. when they received information on treatment side effects, it was often too little too late. As a result, men felt unprepared for the severity and duration of these side effects (Milne et al. 2008; Carter et al. 2011; Nanton & Dale 2011) . One study participant highlighted that it is hard to absorb information directly upon diagnosis: (Tarrant et al. 2008: participant quote) .
No you can't absorb it and that's in a way
The importance of including both men and their partners in information provision on treatment and side effects was highlighted by Rivers et al. (2012) and O'Shaughnessy et al. (2013) . The 'need for information' theme highlights the lack of communication between patients and health professionals particularly in relation to who communicates it, and at what point in the care pathway.
Men's suggestions for improved delivery of supportive care
There were two themes in this group: need for information and need for more time with a specialist cancer nurse (to provide practical, emotional and psychological support). Suggestions were forthcoming from the men themselves, across many articles, as to priority areas for targeting improvements. In terms of information, they suggested making more disease-related information available at or shortly after diagnosis (Tarrant et al. 2008) . They also suggested that assistance be provided in interpreting the information (Matsunaga & Gotay 2004) .
Another suggestion was to make more contact time available with a cancer specialist nurse, particularly after diagnosis and after active treatment (Tarrant et al. 2008) . Emotional and psychological support for both patients and their partners was flagged up as an important area for improvement (Wallace & Storms 2007; Carter et al. 2011) . Ervik et al. (2010) stated that when asked directly, half of the men in his study would consider organised counselling if this were an option.
Overarching themes
The reviewers developed overarching analytic themes that cut across the 12 descriptive themes within the papers: uncertainty, reframing and timing of support.
Uncertainty
Men's experience of the prostate cancer pathway was full of uncertainty and anxiety (Milne et al. 2008; Oliffe et al. 2009; Nanton et al. 2009; Ervik et al. 2010; O'Brien et al. 2010; Walsh & Hegarty 2010; Carter et al. 2011; Nanton & Dale 2011; Galbraith et al. 2012; O'Shaughnessy et al. 2013; Rivers et al. 2012; Thomas 2013) . Uncertainty was associated with a perceived lack of information provision linked to treatment options and outcomes, about the extent and severity of treatment side effects, and likely prognosis. Uncertainty was particularly pronounced in men under active surveillance (Oliffe et al. 2009 ) particularly around the time leading up to PSA testing, and for those with advanced or recurrent disease (Nanton et al. 2009 ). Even the care pathway seemed to be uncertain for some men who did not fully understand the link between their illness experience and the process of care, for example, not knowing when events in their care were going to take place and who was responsible for particular aspects of their care (Nanton et al. 2009 ).
Reframing
The theme of 'reframing' arises as a means of coping with uncertainty. The term 'reframing' was used in two of the articles (Nanton et al. 2009; Thomas 2013) , but the 628 concept was relevant across many more. Galbraith's description of men adapting to a 'new normal' is conceptually similar. Reframing can be a positive way whereby patients dealing with uncertainty about a prostate cancer prognosis determine a positive reconstruction of the situation, thus giving mental shape to an uncertain future. Reframing can also help allay unrealistic hopes to return to a pre-treatment level of functioning (Galbraith et al. 2012) .
Over half the participants found a new appreciation for living in the 'Now' and expressed an appreciation of the love and support of those close to them. There was a re-evaluation as to what was really important in the lives of a number of these men. (Thomas 2013: author quotation) A participant in this study felt that his diagnosis had given him the opportunity to reframe his sense of his sexuality and of being a gay man.
The process of reappraisal and reframing was evident across all patient groups including older men and whose with advanced disease, although it was harder for patients with metastatic disease (Nanton et al. 2009 ). Reframing can be facilitated by support from an individual or a group. For example, the specialist nurse can play a role in the process:
[the nurse] was instrumental in making me feel positive about everything rather than feeling negative . . . instead of 'dying of cancer' you are 'living with it. (Ream et al. 2009: participant quotation) Reframing also took place during patients' experience of a peer support group by using the information they had gained through their illness experience to help others in the group. (Matsunaga & Gotay 2004: author quotation) Timing of support A trajectory becomes evident in the included studies, from early information needs to later psychological needs, and ongoing support for psychosexual needs. Many articles portray men as relatively uninformed about prostate cancer before and after their diagnosis, and even posttreatment in some cases (Wallace & Storms 2007; Walsh & Hegarty 2010; Nanton & Dale 2011) . A key time for information provision is between testing and diagnosis and before a consultant appointment. Men reported failing to gain a good understanding of treatment and side effects, their severity and longevity. Information at this stage would help patients to realistically appraise or 'reframe' their experience and put plans in place to effectively deal with the consequences of treatment. Diagnosis is inevitably a difficult time and for some men their psychological support needs begin here. It can be difficult to retain information given out at this stage (Thomas 2013) .
DISCUSSION
The provision of supportive care must be carefully targeted in terms of its content and the timing of delivery. Men experienced uncertainty, lack of information and poor communication with their medical team about the nature of diagnostic tests, the extent of treatment side effects and the likely progression of the disease. Communication with their medical team about these issues was limited and difficult. This was ameliorated if a specialist nurse was in the team. Some of the uncertainty experienced by men reflected inherent problems in treating prostate cancer, such as the uncertainty around disease progression and clinical equipoise around treatments.
There appears to be a strong link between patients' need for information and individual levels of uncertainty. Information to ameliorate uncertainty and its consequent anxiety was not forthcoming, and men reported a lack of information about any support that might be available. Men received most of their information and support from peer groups or individuals but not all managed to access these resources.
Uncertainty as a theme has emerged in previous studies of prostate cancer patients where it has been shown to 'adversely influence patients' and their spouses' quality of life (Bailey et al. 2007; Shaha et al. 2008) . Some men deal with uncertainty by focusing their attention on their work life or engaging in self-care strategies, such as using complementary medicines (Bailey et al. 2007 ). Uncertainty also emerges as a theme in the literature of health and illness more widely. Mishel (1990) defines uncertainty as 'the inability to determine the meaning of illness-related events. It is a cognitive state created when the individual cannot adequately structure or categorize an illness because of insufficient cues'. Mishel proposes that managing uncertainty is critical to adapting to illness and that people cognitively process events linked to illness and construct meaning from them. Uncertainty is reappraised over time; it may not be resolved but may become part of people's reality (Mishel 1990; Bailey et al. 2007) . Open discussion between patients and health professionals in a one-to-one or group setting may facilitate this process. This theme highlights the need for individual assessment of levels of uncertainty and coping in patients, in order for health professionals to identify areas of need, support and information for patients and families.
Reframing is one possible way of supporting men with prostate cancer around uncertainty. There is a link between reframing and self-care in that some men in the studies (Milne et al. 2008; O'Shaughnessy et al. 2013 ) who felt an overwhelming need to regain control of their lives by returning to pre-operative activities, and a need to develop a renewed sense of self. The wider literature on prostate cancer also discusses peoples' experience of reframing their illness experience (Lepore & Helgeson 1998; Bailey et al. 2007) . In discussing the reframing process, Bailey et al. (2007) refers to cognitive reframing, which helps men as 'they attempt to incorporate the experience of prostate cancer and watchful waiting in to their life structure'. Bailey highlights the importance of positive appraisal of the disease in order to enhance quality of life and stresses the ways in which nurses can help men with prostate cancer with this process. This review reveals that men can experience reframing of their illness experience directly for themselves or be encouraged to do this by health professionals in a more formal context (referred to in the wider literature as cognitive reframing (Bailey et al. 2007) .
Information on the process of care, the timing of events and treatment and responsibility for care has also been highlighted as an unmet need (Nanton et al. 2009 ). To facilitate the delivery and retention of information, the presence of a partner or 'trusted other' at the appointment could be encouraged; information could be given in written form and reinforced at subsequent appointments along the disease pathway, for example by a specialist nurse (Tarrant et al. 2008) . While some men need specialised support such as psycho-sexual counseling, for many men peer support meets their needs.
Strengths and limitations to the study
The strengths of this study are that it is to our knowledge the first qualitative review and synthesis to be conducted on the experience of, and need for supportive care for men with prostate cancer in the literature and uses rigorous systematic review and qualitative synthesis methodology. Thematic synthesis was chosen as it addresses questions of intervention need, appropriateness and acceptability.
A limitation of this review was that articles focusing specifically on diagnosis and treatment decision making were excluded from this review. The included review papers were predominantly from North America so the authors' findings may not be universally applicable. The overall quality of the papers was good and contributed significantly to the discussion on prostate cancer and supportive care. The review identifies that there are few papers on the experience of men from minority ethnic groups, single men and gay men, highlighting a need for future research with these populations.
CONCLUSIONS
The review concludes that the most valued form of support men with prostate cancer experience is one-to-one peer support and support from partners. The review also shows that men perceive support groups to have two different roles, that of information giving (particularly when health professional led) and emotional sharing (peer led). Some men indicated the need following diagnosis to be referred by health professionals to one-to-one peer support, or to local support groups. This review also highlights the need for improved access to cancer specialist nurses throughout the care pathway, individually tailored supportive care and psychosexual support for treatment side effects.
IMPLICATIONS FOR PRACTICE
There is a need for more timely and accurate information and resources to help manage daily living impacted by treatment side effects. For some men, this may translate into a need for access to psychosexual and specialist support.
Positive experiences with health professionals were considered to improve health outcomes. The practice implications of this study's findings are the need to improve access to cancer specialist nurses at key points in men's disease progression and care pathway.
Men in the included studies indicated a need for individually tailored care packages based on needs and changing needs.
There is also a need for healthcare professionals to acknowledge patients' uncertainty, and emotional responses in dealing with prostate cancer.
Health professionals also need to encourage self-care of patients with prostate cancer and their partners, and to provide information and support to encourage this.
In view of the significant role played by partners, there is a need for health professionals to acknowledge the 'care burden' on partners/significant others and provide access to support. 
